Background: Psychodermatology focuses on the interaction between skin and mental health. Existing research discusses the recognition and treatment of these disorders. However, little is known about the operational structure of subspecialised psychodermatology clinics. Objective: To identify literature on the structure and logistics of delivering a psychodermatology service. Methods: A systematic search of MEDLINE, PsycINFO, Embase, and Google Scholar was performed. Articles were included if they discussed the concept and organisation of a psychodermatology practice. Results: We identified 693 studies; after screening titles and abstracts, 35 full-text articles were assessed, and 17 were included in the scoping review. Most articles discussed aspects of clinic organisation in general; others discussed management of a clinic in the context of specific diseases or made recommendations on incorporating psychotherapeutic techniques in a solo practitioner setting. A weekly multidisciplinary clinic or resident teaching clinic with joint dermatologist-psychiatrist consultation is the most commonly reported model. Specifically, a stepped level of care approach is often used, where patients in increasing level of distress are stratified to the appropriate team of trained professionals. A corresponding curriculum to supplement practitioners' knowledge is recommended. Conclusions: Various clinic models have been described to provide specialised psychodermatology care in specific settings. Research is needed to assess the impact of these multidisciplinary models of care on patient outcomes and health care costs.
Psychodermatology, or psychocutaneous medicine, refers to the interaction between the skin and nervous system. In 30% to 60% of dermatological patients, a psychiatric disorder is found related to their skin disease. 1 Although a universally standard classification system has not yet been developed, many of the psychodermatologic disorders can be divided into 3 categories: psychophysiologic, primary psychiatric, and secondary psychiatric disorders. Psychophysiologic disorders are conditions that are precipitated or exacerbated by emotional stress, such as psoriasis or eczema. Primary psychiatric disorders have an underlying psychiatric problem with self-induced skin disorders (eg, delusions of parasitosis, trichotillomania). Secondary psychiatric disorders involve emotional distress that develops as a result of having skin disease (eg, vitiligo, alopecia areata). It is important to note that many of these conditions can overlap as psychodermatologic patients often have complex biopsychosocial histories. 2 Management of these patients has proven to be difficult, as psychodermatologic patients can be recalcitrant. Dermatologists may find their management challenging, time-consuming, and aversive. 3, 4 The study of psychodermatology is not new, however, as the UK Psychodermatology Working Party was established to connect health care professionals with this subspecialty interest. 5 In the United States, the Association of Psychoneurocutaneous Medicine of North America (APMNA) was developed as a step towards propagating education and awareness. 6 With the growing acceptance and research on psychodermatological management, it is an opportune time to examine how these services are delivered. Numerous studies have identified dermatologists' gap in knowledge about psychodermatologic services; however, resources on the integration of these services into practice are lacking. 
Methods
A systematic scoping review of the literature on psychodermatology models of care was conducted. Scoping reviews serve to provide an overview of the volume, array, and nature of research activity through mapping the available literature for a field of study.
Search Strategy
Information specialists assisted with preparing a detailed search strategy for each database, combining clusters of terms focused on models of care for structuring a psychodermatology practice. The MEDLINE, PsycINFO, and Embase databases were searched using the OVID interface, with a limit applied for articles published in English. Google Scholar was another source searched using exact phrase limitation. The search results were exported to Mendeley reference manager for duplicate removal.
Study Selection
Articles were included if they related to the format and organisation of a psychodermatology practice run by a family physician, psychiatrist, dermatologist, or various combinations thereof. Peer-reviewed articles, abstracts, reviews, and working party reports were also included. Articles were first screened by title and then by abstract for relevance before reviewing the full text. Inclusion for final review was based on the consistency of the articles with the theme of psychodermatology clinic practice models. Two reviewers (I.M. and S.Z.) independently screened each title and abstract to exclude articles that were clearly ineligible. Full-text papers of the remaining articles were then reviewed to confirm eligibility. References of included articles were also scanned for further relevant articles. Discrepancies were resolved through discussion and arbitration by a third reviewer (A.-W.C.).
Data Synthesis
A standardised form was used to extract data from the studies, and guiding questions were used to refine extraction. These questions were as follows: "What tools are recommended for intake and assessment of psychodermatologic patients?" "Who is included in the care team?" and "What interventions and methods of delivery are proposed?" The following information was collected: 
Results
As shown in Figure 1 , 693 sources were identified for review from the databases searched. After excluding articles based on review of titles (n = 535) and abstracts (n = 123), we reviewed 35 full-text articles and included 14 in the review. The references of the 14 included articles were scanned and 3 relevant reports were identified that were not identified by our database search. These articles were combined with the 14 results from our systematic review for a total of 17 articles included in this systematic scoping review ( Figure 1 ). Articles were excluded for various reasons, including describing clinical manifestation of psychodermatological diseases (n = 2), not discussing clinic management (n = 4), or insufficient information as they were editorials and conference abstracts (n = 15). Seventeen articles were identified that discussed the concept and organisation of a psychodermatology clinic. These presented clinics from a global setting, including Europe, 5, [10] [11] [12] [13] [14] [15] [16] Asia, [17] [18] [19] and North America [20] [21] [22] [23] [24] and South America.
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Of these articles, several focused solely on the logistics of a psychodermatology clinic in general. 5, 10, 12, [18] [19] [20] [21] [22] 24 Others discussed a psychodermatology delivery model in the context of a specific disease. 11, 14, 17, 23, 25 One article focused on incorporating psychodermatology methods into a practice when there is limited access to a multidisciplinary team. 13 Lastly, articles also discussed barriers to operating this clinic format. 15 Analysis of the articles elucidated common themes of care team structure, consultation and assessment, and management.
Care Team Structure
In some models, patients are seen simultaneously by the dermatologist and psychiatrist in the same room, as recommended for producing the best treatment outcomes. 5, 18, [20] [21] [22] [23] Other models involved separate evaluations by the dermatologist and psychologist 12, 19 or outside of the clinic in a nonthreatening family room setting within the hospital. 17 For independent practice or settings where access to a psychologist or psychiatrist is unavailable, the dermatologist can obtain training from continuing medical education or partake in a recognised psychotherapy program. In this case, the dermatologist should be comfortable with prescribing antidepressants or collaborate with the general practitioner. 13 Beyond the dermatologist-psychiatrist dyad, the use of an interdisciplinary team, including nurse specialists, primary care physicians, social workers, pediatricians, geriatricians, and child and adolescent mental health specialists, can help to serve specific patient populations. 10, 11, 23 Outside of the clinic, 1 randomised controlled trial (RCT) describing the use of support groups and educational sessions facilitated by a psychiatrist with medical student volunteers has been shown to positively affect patients and their families. 25 Another randomised trial using supportive psychotherapy with diabetic foot syndrome patients also found improvements in depression, anxiety, and diabetes-related problems in the intervention group over the control group (general medical management). 14 The organisation of a resident-centered teaching clinic has also been described, where the resident consults a psychologist on a weekly basis when they identify a patient with psychological issues. This care model not only exposes residents to the psychological dimension of dermatologic practice but also allows residents to have continuing contact with the psychologist over several years of training.
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Assessment and Consultation
During the intake appointment, the Dermatology Life Quality Index (DLQI), Hospital Anxiety and Depression Scale (HADS), Beck Depression Index (BDI), and Brief Symptom Inventory (BSI) are commonly used for assessment. 5, 18 For pediatric populations, the Children's Dermatology Life Quality Index (CDLQI) is often used. 25 The time allocated for each patient is generally 45 to 60 minutes for new patients and 20 to 30 minutes for follow-up visits. 5, 10, 17, 21 Many clinics operate once or twice per week with a capacity of 2 to 5 patients per day.
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Management
Cognitive-behavioural therapy (CBT) and biofeedback were psychotherapeutic tools used in conjunction with dermatologic treatment and pharmacotherapy. 5, 11, 12, 19, 26 In milder cases, supportive therapy can be used instead of psychiatric medications. 14, 25 Several groups discussed the use of a stepped provision of care approach, in which patients with increasing levels of distress are stratified into 3 groups of management from the lowest to highest level of trained professionals. 16, 27 Practitioners with level 1 skills are dermatologists or nurses capable of identifying minor mental health problems. They can assess the patient with a qualityof-life measure such as the DLQI, work with the patient to create a systematic care plan, and offer resources for selfmanagement of medications and psychological factors such as sleep. Those with level 2 skills can be a dermatologist, psychologist, or psychiatrist able to assess those with moderate distress using a mental health assessment to obtain details of their mood or behaviour that can be problematic for self-management. Management can include low-intensity CBT, lifestyle modification, and stress management. Practitioners with level 3 skills (dermatologist, psychologist, or psychiatrist) are able to manage patients with severe distress (eg, body dysmorphic disorder or severe depression). An in-depth mental health assessment is done and management requires training in high-intensity CBT, interpersonal therapy, and specific depression or psychosis treatment. 16 Although there are slight variations in stepped care delivery, Figure 2 shows the general algorithm structure used by these clinics. 5, 11 Few studies addressed the financial sustainability of a psychodermatology clinic. As this clinic format has low patient capacity, 1 article discussed areas contributing to financial difficulty, such as a lack of secretarial services, high rate of missed appointments, and lack of existing cost analysis data. 18 Another recommended the use of psychiatry billing fees rather than general dermatology consultation fees to provide adequate compensation for the longer time spent managing the patient. Although several articles suggested that a psychodermatology clinic model is cost-effective, quantitative data are rarely available. 5, 9, 10, 28, 29 The health care utilisation cost per patient was £1210/y in a psychodermatology clinic compared to £8063/y in a general dermatology clinic in the United Kingdom. 5 These savings were due to the avoidance of unnecessary investigations and referrals. In a teaching psychodermatology clinic in the United States, research grants and insurance payments provided sources of funding.
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Discussion
We analysed the psychodermatology practice literature to understand 3 areas of clinic structure: care team composition, referrals and consultations, and patient management.
Trends on clinic structure extracted in the review suggest a joint dermatologist-psychiatrist core team, with additional allied health support and primary care doctors (particularly general practitioners with a special interest in dermatology), if available. 30 Practitioners can use standard scales to screen and assess patients' mental health before referral to the psychodermatology clinic, such as the DLQI or HADS. In addition to dermatologic and psychiatric therapies, the stepped-level approach to management was used by several clinics.
Limitations of the Studies
There are few published descriptions of psychodermatology clinics, and all of these articles described experiences in a single clinic. Health care systems in different countries may also limit generalisability of our findings. European psychodermatology groups provided most of the published information on models of delivering care.
Another limitation involved our restriction to Englishlanguage articles. Our search also did not include grey literature, theses, or dissertations. Several conference abstracts were excluded because a corresponding research paper or poster could not be found. As per scoping review methodology, the quality of the articles was not evaluated.
Implications
Commonalities amongst the clinic models emphasise areas of need, including practitioners' comfort with the topic, time, and multidisciplinary collaboration in some capacity. Understanding the operational management of a psychodermatology practice is as important as clinical management.
Existing literature calls for a multidisciplinary collaborative approach over a simple referral to a psychiatrist. The format of a consultation-liaison clinic was suggested as the ideal approach for integrated care, consisting of dermatologists, psychologists, and psychiatrists. 12 As psychodermatologic patients require more than an evaluation of the skin manifestations, a thorough evaluation of their social, familial, and occupational issues should also be considered. 7 Treatment often involves CBT, psychotropic drugs, biofeedback training, or psychotherapeutic anxiety management techniques. 31 In 2 RCTs, these psychotherapeutic interventions have been shown to positively influence patients' quality of life and psychological impact of their disease. 14, 25 As dermatologists may be uncertain about prescribing anxiolytics, antidepressants, or antipsychotics, the liaison approach allows the patient to receive dermatologic treatment and the appropriate psychiatric management. 8, 32 In doing so, this approach helps mitigate the risks of a psychiatric referral, whereby the patient may experience the stigma of being labelled as mentally ill. 1, 12 A substantial gap in the literature is the absence of evaluative criteria and national guidelines on a clinic's effectiveness. In addition to patient outcomes, clinic-focused quality metrics such as cost-benefit analyses, productivity and throughput-based measures, risk analysis, and practice sustainability have not been thoroughly examined. A conference poster abstract from the United Kingdom calculated the cost savings of 4 dermatitis artefacta cases and found dedicated 16 CBT, cognitive-behavioural therapy.
psychodermatology services cost approximately 14.5% of the total costs of referrals across different specialties. However, firm conclusions could not be inferred from this small study. 29 The educational model of a psychodermatology clinic is a promising yet little studied approach. For many residency training programs, psychodermatology is not part of the curriculum. 33 As a result, dermatology residents and staff may not have formal training on addressing the mental health needs of these patients. 7 As the prevalence of psychiatric issues has been increasingly recognised in recent decades, this will drive a greater push for collaborative care. 34 The establishment of an internationally recognised training programme or certificate for psychotherapy at the dermatology practice level could be a possible alternative for practitioners aiming to supplement their knowledge. 13 Bringing the psychodermatology model of care into a Canadian context is a certain possibility. The successful implementation of psychodermatology clinics in various health care systems globally suggests that this care model can be tailored to a Canadian system. In fact, the Skin Health Liaison Clinic in British Columbia uses a psychodermatology model and is currently the 'only clinic of its kind' (http://www.providencehealthcare.org/dermatology-skin). Although this clinic is new, its establishment reflects the increasing acceptance of psychodermatology models in Canada and, with time, sets the precedent for further research in this area.
Conclusion
Psychodermatology is an emerging and important cross-disciplinary field that warrants greater attention in terms of clinical practice and research. Future studies in psychodermatology can build upon well-established interdisciplinary fields, such as psycho-oncology with regards to clinic management and challenges. 35 As more studies of practice models and their impact come to light, we will come to better understand how to best facilitate effective and efficient care for these patients.
